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Abstract
The purpose of this research study was to identify health needs and health problems experienced
by a refugee/asylee population in Montgomery County. Montgomery County hosts a large
number of refugees, asylees and asylum seekers from countries such as Iraq, Ethiopia, Eritrea,
Soudan, Rwanda, Burundi and Congo.
A public health challenge is limited demographic data about this population. The scarce
data on their health needs slows down not only their successful resettlement but also limits
community organizations, health and human services agencies to improve the delivery of health
care services and health promotion programs to refugees and immigrants in Montgomery
County.
Study participants were recruited through snowballing sampling from the Rwandan and
Burundian refugees’ community in Montgomery County. We interviewed a convenience sample
of 178 people which probably represents more than 25% of the approximate 600 hundred
refugees from Rwanda and Burundi. The SPSS software has been used to analyze this data.
Results indicate a high prevalence of uninsured and participants indicated a high prevalence of
intestinal parasites. Lack of medical interpretation and translation makes healthcare inaccessible
and expensive because refugees use emergency services or wait until the illness becomes
complicated. Unemployment, price of rent, utilities, and medical bills are associated with the
high prevalence of stress self-reported by refugees. The results of this study indicate the need of
implementing refugee programs providing health promotion and education. We recommend that
one entity be created to coordinate all refugee initiatives in Montgomery County as well as a
multicultural and a multi-linguistic approach to assure that all refugees are reached by prevention
and treatment messages.
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Introduction

The growing number of refugees continues to be a social, moral, a public health and
economic challenge for the world, and especially for the United States of America. Human
rights violations, wars and natural disasters explain the continuous growth of refugees. The 2008
UNHCR report counted a cumulative number of 42 million displaced people Worldwide. This
number includes 15.2 million refugees, 827,000 asylum-seekers and 26 million internally
displaced persons. In the same year, UNHCR identified some 6.6 million stateless persons in 58
countries.

The same report mentioned that in 2008, more than 839,000 people applied

individually for asylum or refugee status and the report counted 16,300 asylum applications
submitted by unaccompanied and separated children in 68 countries. Some of these refugees are
coming to the United States and dispatched to different states by the Office of Refugee
Resettlement.
The data from U.S. Department of Human Health Services (USDHHS) shows that from
2006 to 2009, Ohio received 7,501 refugees and asylees from different developing countries.
According to the same source; most mother countries of these refugees are in the Middle East
and sub-Saharan Africa where the health profile is characterized by a very high rate of infectious
disease and a very low capacity of treatment and screening.
In Montgomery County we see a larger number of refugees, asylees and asylum seekers
from countries of the Middle East and South Asia, and a large number from sub-Saharan
countries such as Ethiopia, Somalia, Eritrea, Soudan, Rwanda, Burundi and Congo. They were
resettled by Miami Valley Catholic Social Services and Montgomery County Job and Family
Services Department or supported by the House of People and other community organizations.
According to Dorothy Balzer (personal communication), the Coordinator of refugee resettlement
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at Miami Valley Catholic Social services, each year they receive an approximate number of 150.
This number does not include asylees, asylum seekers or refugees who enter Montgomery
County by secondary migration.
The limited demographic data about this population and the scarce data on their health
needs not only impedes their successful resettlement process, but also limits community
organizations and churches, as well as HHS agencies in Montgomery County from improving the
delivery of health care services and health promotion programs to refugees. The lack of data is
also a “handicap” in terms of informing policy decisions and in terms of identifying funding and
programming needs.
Similar studies have been conducted in different states that provide evidence for
implementing sustainable programs that support local refugees. Findings from these different
studies have been the foundation for developing strong refugee health interventions (Refugee
Studies Center, University of Minnesota, 1999). The implementation of programs that are
evidence based has been behind successful refugees programs interventions abroad (e.g.: in New
Zeland), as well as in the states of Minnesota, Florida, Texas, New York and California.
It is very important to provide evidence based data because different initiatives are
emerging in Montgomery County to improve the health status of refugees. This pilot study has
the purpose of guiding community organizations and local health providers in the development
of sustainable refugee health interventions.

We hope that this and further assessments of

refugees’ health situation will contribute towards the development and implementation of health
interventions that are successful for refugee and immigrant populations.
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II. Background
2.1. History of Refugee Registration in the USA
During World War II, many people in Europe were persecuted by the Hitler political
Nazi system. They were seeking refuge to save their life in danger. As a result, on June 25,
1948 the 80th U.S. Congress established the first refugee legislation “the Displaced Persons Act
of 1948 1 ”. This act brought 400,000 Eastern Europeans to the United States. The second
refugee legislation was established on August 7, 1953 by the 83rd U.S. Congress to bring over
214,000 immigrants from Italy, Greece, and Dutch and from communist countries. This act was
called “Refugee Relief Act of 1953”2. The third one was the Fair Share Refugee Act of 1960 in
which the U.S. Congress gave the authority to the Department of Justice to admit refugees
through parole status (Ohio Refugee Services Programs, 2009).
These three legislations were followed by others such as the “1967 United Nations
Protocol” relating to the Status of Refugees (which the United States ratified in 1968). This UN
refugee protocol prohibited each UN state member to return a refugee to a country where his or
her life or freedom would be threatened.
Congress enacted legislation to bring U.S. law into compliance with the principles
outlined in the Protocol in passing the Refugee Act of 1980, which established a geographicallyand politically-neutral refugee definition. The Refugee Act of 1980 also made a distinction

1

1948 Displaced Persons Act (An act to authorize for a limited period of time the admission into the United States
of certain European displaced persons for permanent residence, and for other purposes)
fromhttp://library.uwb.edu/guides/USimmigration/1948_displaced_persons_act.html
2
The Refugee Relief Act of 1953 was an act of legislation passed by the 83rd United States Congress to replace the
Displaced Persons Act of 1948, which expired in 1953. It resulted in the admission of 214,000 immigrants to the
United States, including 60,000 Italians, 17,000 Greeks, 17,000 Dutch and 45,000 immigrants from communist
countries. The act expired in 1956. From
http://www.presidency.ucsb.edu/ws/index.php?pid=9668#axzz1Wnqt3IRU
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between refugee and asylum status and allowed certain refugees to be processed while in their
countries of nationality.
This act defined a refugee as “someone outside his or her country of nationality who is
unable or unwilling to return to or have the protection of that country because of persecution or a
well-founded fear of persecution, on account of race, religion, and nationality, membership in a
particular social group or political opinion.” Asylum seeker is defined as someone already
present in the U.S., who seeks asylum based on a well-founded fear of persecution if he or she
returns home.
2.2 Admission Ceiling
Before the end of each fiscal year, the President consults with Congress to set up the
maximum number of refugees who will be admitted for the next year. This number is fixed
according to the six regions of the world. The regions concerned by this ceiling are: Africa, East
Asia, Europe and Central Asia, Latin America and Caribbean, Near East and South Asia (US
Department of State, 2010).
2.3 Application Process
Based on refugee ceiling of each fiscal year, the United States Refugee Admission
Program (USRAP) collaborates with different entities of the federal government in the process of
admitting refugees. USRAP receives recommendations from various bodies, such as the U.S.
Foreign Missions, the UN refugee body, some human rights groups and organizations not allied
to government. The USRAP also considers situations involving reuniting an individual with
his/her kin. People’s cases are scheduled based on the urgency of their situations.
Upon presentation of a person’s case to the United States Refugee Admissions Program,
prior checks, evaluation and subsequent documentation are conducted by Overseas Processing
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Entities (OPEs) delegated by the Department of State via the Population Migration Refugee
(PRM) office. OPEs also collect some useful information which will help resettlement agencies
in their decision of refugee placement such as medical conditions, languages spoken and work
history.

All applicants’ papers are then forwarded to the United States Citizenship and

Immigration Services. By interviewing the candidate, an official of the USCIS seeks to ascertain
the individual’s eligibility for relocation into the U.S. as a refugee. Those who qualify must pass
the stipulated medical screening before being assigned a national voluntary agency, whose
mandate is to receive the immigrant at the port of entry, planning for his/her accommodation and
any related needs. The travel process of successful applicants into the United States is conducted
by the International Organization for Migration (Kelwin, 2011).
III. Purpose of the Research Study
The purpose of this pilot study is to identify the health needs and health problems of a
refugee/asylee population residing in Montgomery County. The exact number of refugees and
asylum seekers who live in Montgomery County remains unknown. This lack of information
complicates the resettlement process, limits the success of resettlement, and the delivery of
health care services to refugees, asylees, and asylum seekers.
This pilot study will serve as preliminary information for decision makers to identify
areas in need of greater funding and programming. It will also provide evidence for public
health professionals and Montgomery County to start developing sustainable health programs in
favor of the growing number of refugees in the Dayton region.
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IV. Literature Review
4.1 Refugee Health Screening
Passing the medical examination is a pre-requisite to relocation. The countries offering
to give refuge to the candidates usually have essential medical conditions that must be attained
by the applicants. The medical checks are done twice. First at the applicant’s nation and again
upon arrival into the host country; however, those with serious health conditions are refused
refuge (Ohio Refugee Handbook, 2009).
The USA Embassies abroad contract medical personnel to carry out the health screening
on the applicants. The sole purpose of the health screening is to prevent individuals with
contagious ailments or other severe infections from entering the United States. The CDC’s
department of quarantine places the benchmark for the screening process; therefore persons with
the conditions below are usually denied entry into the U.S., except if they are accorded a waiver:


Not able to substantiate having been immunized/vaccinated against vaccine-preventable
diseases.



A past account of mental or physical diseases that may recur thereby posing danger to
society.



Consumption or dependency on prohibited drugs and substances.



Having contagious infections, which could be hazardous to society’s health.
4.1.1 Types of medical examination
According to USDHHS (2011) refugees may undergo three major medical examinations

as part of their process of emigration. Before they enter the U.S., back in their countries of
origin they undergo a mandatory overseas examination that has a purpose to exclude individuals
who have communicable diseases of public health significance, physical or mental disorders that
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involve harmful behaviors, or problems with drug abuse or addiction. According to the results
from these examinations, refugees may be grouped in A conditions or B conditions.
A refugee who is diagnosed with A conditions is not allowed to enter the U.S. because
these conditions include communicable diseases of public health significance such as chancroid,
gonorrhea, granuloma inguinate, lymphogranuloma venereum, syphilis, tuberculosis, HIV
infection, drug addiction and Hansen’s disease.

Mental illnesses associated with violent

behavior, and drug addiction is also included in A conditions.
Soon after their arrival in the U.S., they undergo two kinds of domestic examination. The
first one is to eliminate health-related barriers to successful resettlement while protecting the
health of the United States population. This kind of domestic examination ensures follow-up of
refugees with conditions identified during the overseas medical exam and to evaluate current
health status by identifying health problems not found during, or developed subsequent to, the
overseas exam. This domestic examination is a “gateway” to refer refugees for follow-up to
specialty and primary care.
The second examination is to apply for adjustment of status to permanent residence and
to obtain a green card one year following the time someone has been admitted as a refugee or
after asylum status was granted in the United States of America.
4.2 Health Care Access and Barriers
Refugees have access to health care through Refugee Medical Assistance (RMA)
established by both Refugee Assistance Act of 1975 and the Federal Refugee Act of 1980. RMA
is a 100% federal-funded program that provides up to eight months of health care coverage to the
person who entered the U.S. as a refugee or to a person who has been granted asylum in the U.S.
Most refugees have received this assistance but after the period of eight months they have no
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further medical assistance. Other refugees have medical assistance, but they still do not have
access to health care because of troubles with interpretation or cultural beliefs that make access
complicated. Different studies have described these health care barriers.
Meghan, Steve, Timothy, Stephanie, and Kimberly (2009) conducted a study in San
Diego County exploring health care access issues of refugees after the governmental assistance
had ended. This study showed that the majority of refugees do not regularly access health
services. This is related to individual issues such as age, and level of education. Old people are
more attached to the traditional medicine, while refugees with lower education levels are not able
to perceive their risk or do not arrive at the hospital on time. The study of Meghan et al. (2009)
also indicated that language and communication affect all stages of health care access from
making an appointment to filling out a prescription.
Loue (1998) in her book, Handbook of Immigrant, has stated that lack of medical
interpretation is a barrier to health care access for a large number of refugees. She pointed out
that Title VI of the Civil Rights Act of 1964 requires that any organization that receives direct or
indirect federal financial assistance must provide interpretation services to all beneficiaries
without exclusion based on race, color, or national origin. Loue (1998) indicated that when the
medical interpretation is unavailable or mismanaged, the cost can be enormous. These costs
include human costs such as unnecessary pain and suffering, and the substantial financial
consequences of caring for patients who present at late stages of an illness or who are unable to
give a clear and a meaningful medical history.
In their article “Health Care for Refugees Resettled in the U.S.”, Downes and Graham
(2011) mentioned that many refugees before their arrival did not have the opportunity to access
health care or lived in conditions that increased their risk of exposure to various illnesses. Many
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Downes and

Graham (2011) indicated that even after arrival in their host countries, refugees might struggle
with different issues, such as language, cultural barriers, and countries’ policies which make
them ineligible to health care. For this reason, many chronic conditions go untreated because
these refugee populations lack health insurance or because health care providers are unfamiliar
with refugee issues. Downes and Graham (2011) noted that limited resources and stress related
to time spent in refugees’ camps can be associated to a diversity of severe and long-lasting
diseases such as high blood pressure, asthma, angina and diabetes, which often persist upon
resettlement in the U.S.
Carrasquillo, Carrasquillo, and Shea (2000) in their study about health insurance
coverage of immigrants living in the United States compared differences on health insurance use
by citizenship status and country of origin. The results of this study showed that a percentage of
44% of non-citizens-immigrants are uninsured comparatively to 13% of U.S. citizens who are
insured. This difference occurs because immigrants who are not U.S. citizens are much less
likely to receive employer-sponsored health insurance or government coverage.
Ku and Waidmann (2003) investigated how race/ethnicity, immigration status and
language affect health insurance coverage, access to care and quality of care among low-income
people.

More specifically, they analyzed the relationship between lack of insurance and

citizenship status among refugees and immigrants. They concluded that non-citizens are more
likely to be employed in low-wage jobs that do not offer health insurance benefits. Without
insurance, non-citizens have difficulty establishing links with the health care system that would
facilitate use of preventive and primary care. In the same article, the authors indicate the
violation of the federal law that requires health providers to offer language assistance for people
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with limited English skills. They showed that, even if the federal law is present, many patients
who do not speak English as a primary language, still encounter difficulties because their
providers do not have adequate interpretation services.
4.3 Mental Health
Famine, civil unrest and political coups in the past thirty years have given rise to
relocation and movements of populations, globally. Those who move to seek refuge or asylum
undergo a lot of physiological/ mental health risks due to a number of reasons. For instance,
trauma due to wars and need to escape from their homes, culture shocks and difficulties in
adjusting to the conditions in the new countries, harsh conditions in the refugee camps (Lipson,
1993).
Refugees usually suffer from extreme bodily and mental dysfunctions during the first
couple of years of their relocation. However, in the subsequent third year, remarkable progress
was exhibited by the refugees in regards to their ability to adapt to the new environment.
Although the improvements are seen, a cross section of them still suffer from inability to adjust
and some other conditions such as somatization, depression, and post-traumatic stress disorder;
these were persistent even in the fifth year of relocation (Lipson, 1993; Chung & KagawaSinger, 1993).
4.3.1 Trauma and stressors faced by immigrants and refugees
Refugee life in the United States is filled with risks and stressors that are unique to
immigrants. The trauma faced by the immigrants can be a result of both events that occurred
before and after their relocation (Pumariega, Rothe, & Pumariega, 2005).
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4.3.1.1 Pre-migration and migration stressors
Most refugees who come to the United States of America have been exposed to
different traumatic events in their home countries such as civil wars, different kinds of
torture and persecution, famine, terrorism and natural disasters. In addition to this, many
refugees have been exposed to many human and material losses. Many refugees lost
most relatives or have been separated from their nuclear family members; the other
lasting trauma they endure are their struggles, such as their attempts to escape and/or
being witnesses to killings.
Being restricted to alien/illegal immigrants’ centers during their escapes makes
them susceptible to crimes, and in most cases, they also become the victims. The young
ones are usually in precarious situations given that their parents are usually equally
helpless and preoccupied with trying to survive. The trauma that the children and youth
undergo tends to persist even long after the period leading to causes of stress later in their
lives (Pumariega, Rothe, & Pumariega, 2005).
4.3.1.2 Post-migration stressors
A good number of refugees who relocate to the United States come with the hope
to find better opportunities compared to what was in their countries. However, they
usually have lower levels of education or were educated through systems dissimilar to
that of U.S.., for example, French or Arabic. These factors place them in the same
bracket as the working poor Americans; hence, their livelihoods are often confined to
towns with cheap rental houses and high levels of criminal activities.
They often live in crowded houses having no space for a private way of life. The
areas they live in are seldom safe; therefore the young ones grow up in precarious
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environments due to criminal activities and adverse living conditions that prevent societal
union (Beiser, Hou, Hyman, & Tousignant, 2002; Canino & Spurlock, 1994; SuarezOrozco & Suarez-Orozco, 2001).
Educational institutions located within the cities are usually overpopulated with
students and have substandard learning in comparison to the ones in the suburbs. The
seemingly endless and continuous poor standards of living, together with low quality of
education, might place the refugees in a lower income living standard, which is difficult
to escape (Orﬁeld & Yun, 1999). Segregation and bigotry are other sources of stress
experienced once the individual interact with the mainstream society. After having
established themselves inspite of the segregation and bigotry experienced; refugees who
arrived earlier might also discriminate against the newer ones because they fear they
might lose jobs or other resources to them. Youth are usually discriminated against their
schoolmates or peers. This kind of segregation and bigotry is deeply expressed unlike
that experienced by adults for whom discrimination is more discreet. Segregation is
continuously acknowledged as being a serious psychological threat (Finch, Kolody, &
Vega, 2000).
4.3.2 Acculturation and acculturation stress
According to classic anthropological theory of acculturation, the most commendable
method of acquiring different people’s way of life is assimilation. In this framework, a person
drops his/her initial values and ways of life, then he/she associates him/herself with the host’s
country cultural activities. Unfortunately, the typical American values and ways of life seem
unsound to smaller communities and those who came from other countries. Although some
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manage to adopt the mainstream American culture, they exhibit a sense of insecurity due to the
feeling of losing their identity (Rogler, Cortes, & Malgady, 1991).
On the other hand, one can opt to marginate oneself; this is the reverse of assimilation.
Here, people maintain their original cultural ways and resent the ways of the host country; this
might include staying in tribal groups. This is common for the older generation of refugees and
for those in diaspora, due to their laxity to change and intuitive inflexibility to mundane issues
such as a new language, customs, values and beliefs. They tend to feel more secure in their
original culture (Pumariega, Rothe, & Pumariega, 2005).
The mature refugee responds differently; either by margination with the people of their
cultural origin and by participating in their ethnic social organization, or by giving much
preference to economic and financial issues in a bid to mitigate the social marginalization that
affects them.
The youth might overindulge into practices of their original way of life or the new way of
life. They can also end up being rejected by both their kinship and their peers within mainstream
society. This makes them identify with the neglected youth. In case the young ones believe they
have been marginalized by the major society to which they seek to identify, they might harbor ill
views leading to ‘‘ethnic self-hate’’ (Vega, Hough, & Romero, 1983).
The teenagers might adopt passiveness as a response, leading to substance abuse or they
could become rebellious against the mainstream society and in most cases, they end up as gang
members. These illegal groups provide a sense of support belonging, unity, security, conduct
and cover (Suarez-Orozco & Suarez-Orozco, 2001; Vigil, 1988).

Research with relocated

teenagers has indicated a relationship between problems with changing to another culture and
higher level of psychological problems (Yeh, 2003).

ASSESSMENT OF REFUGEES’ HEALTH

20

The youth and adult immigrants go through similar experiences. The process of changing
from one culture to another is marred with problems, due to intuitive inflexibility and strong
tribal affiliation. Relocation places people into the new nation’s social and economic structure;
the process of changing into the new ways of being might be strenuous to many immigrants
(Rogler, Malgady, & Rodriguez, 1989).
Lin, Masuda, and Tazuma (1982) described five pathways to manage transition to another
culture and the stress resulting from relocation to a new country:
1. Neurotic marginality (anxiously trying to meet the demands of both cultures),
2. Deviant marginality (isolated as a result of ignoring the norms of both cultures),
3. Traditionalism (withdrawal into nostalgia for the old culture),
4. Over-acculturation (abandoning the culture of origin), or
5. Biculturalism (integrating the best of both cultures).
The elderly encounter lots of problems when they face cultural change. The elders are
concerned not only by the fear of losing their original cultural practices, but also by
marginalization by the younger generation due to faster assimilation and language differences.
This form of marginalization of the older generation is propagated by their affiliation in tribal
groupings and clinging to their original culture. If they are not assisted, they tend to be prone to
a lot of social agony (Lee, Crittenden, & Yu, 1996; Mui, 1996). The possibility of adaptation to
the new culture is also dependent on the number of years one has been in America, how closely
he/she is in contact with the main culture and how much he/she is involved with his/her original
country (Casado & Leung, 2001; Pham & Harris, 2001; Pumariega et al., 2005).
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4.4 Refugee’s Employment
Refugees must apply for the I-675 to receive the authorization to work in the United
States. Every refugee is expected to apply immediately after arrival in the U.S. Asylees also
have to apply when they receive the notice granting asylum. Asylum applicants with pending
asylum applications must wait at least 150 days following the filling of their asylum claim before
they are eligible to apply for a work permit authorization. Most of refugees and asylees are
authorized to work in the U.S.; however, very few people are employed in this population.
A study conducted in the U.S. by the Migration Policy Institute shows that the
employment rate among 91,957 refugees resettled in the U.S. in 2009 was approximately 40%
(36,856). And only 69% of those who were employed had health insurance. The same study
showed that the average hourly rate is less than $10 per hour for the refuge population.
In 2009, the U.S. Government Accountability Office investigated the low employment
rates among the refugee population. They indicated that language limitation and family size are
associated with high unemployment rates. Family size is related to unemployment because most
refugee women stay home taking care of the children while husbands are struggling to find jobs.
This study described that refugee families with children face different challenges than refugees
without children. For instance, one single mother from Rwanda said, during a focus group, that
she was unable to find work when she arrived in the United States because she had to care for
her children. She had a 6 week old child at the time. She was only able to get a job 4 years after
arrival, when she found day care for her child.
Kelwin (2011) indicated that lack of English skills is the greatest barrier for refugees to
find jobs. Potential employers mentioned they are more likely to take resumes of refugees who
speak English fluently. Thus, the ability to communicate in English increases the chances of

ASSESSMENT OF REFUGEES’ HEALTH

22

finding a job. Kelwin (2011) also showed that even if some refugees are well educated, the
English proficiency is still necessary to be competitive on the job market. In this study, a
refugee from Belarus said that back in his country he was an economist and a construction
manager, but when he arrived in Los Angeles; California, he was not able to find a job because
of language limitations.
4.5 Food Insecurity
Hadley, Zodhiates, and Sellen, (2007) have assessed the incidence and severity of food
insecurity among West African refugees residing in Providence, a city in the Northeastern region
of the United States. They interviewed a non-probability sample of 101 West African refugees
residing in Providence. They indicated that food insecurity among these refugees is associated to
their socio-economic status (income, education and employment) and to difficulties with the
acculturation process, including language barriers. When comparing the level of food insecurity
in relation to the length of stay, 73% of households of refugees who spent one year in the U.S.
struggled with food insecurity, while only 33% of households of refugees who spent three years
struggled with food insecurity.
V. Refugees from Burundi and Rwanda
5.1 Burundi
In October 2006, the U.S. government resettled 10,000 refugees from Burundi. Most of
these Burundian refugees escaped the 1972 ethnic killings committed by the Tutsi-dominated
government against the Hutu population in Burundi. They stayed in refugees camps for more 35
years after many migrations in Rwanda, Congo and Tanzania. Camps where they were staying
were not secure and they did not have access to basics human rights, such as education, mobility
and basic health care. They were isolated in the Tanzanian natural forests. They had limited
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They

survived because of humanitarian aid. They were living in precarious houses made of plastic
sheeting, mud, sticks or mud bricks. Most of these refugees raised children and grandchildren in
these refugee camps. These children raised in refugee camps were not exposed to education.
This long experience living in refugee camps is associated with the vulnerability of Burundians,
who are considered very difficult to resettle in the U.S.
5.2 Rwanda
According to Gregory Garland, a spokesman for the U.S. State Department Africa
Bureau, approximately 1,651 Rwandans arrived to the United States through the refugee
program. He continued by stating that probably, many more have come through by other
channels, but they are not tracked by the State Department (Dayton Daily News: 25th February
2007). Gregory Garland also suggested that Dayton is probably home to the largest population
of Rwandans refugees in the United States.
Refugees from Rwanda have been exposed to many arduous conditions that increased
their disease risk due to the civil war and the genocide that occurred in Rwanda in 1994 and
killed between 500,000 to 800,000 people. Consequently, approximately 1 million Rwandans
were internally displaced, and another 1.2 to 1.5 million fled to neighboring countries. Three
years after the Rwandan genocide, up to 5 million people were murdered in Congo, also
qualified as genocide, causing the dispersion of Rwandan refugees to many countries of Africa,
and others were resettled in the United States.
The multiple migrations of these refugees, added to a long period of wandering in forests
of Central Africa which exposed them to developing various illnesses, and lack of health care.
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This pilot study intends to assess their health needs after surviving the inhuman conditions,
which they experienced up to 18 years.
5.3 Refugee Health Intervention Initiatives in Montgomery County
Refugees receive Refugee Medical Assistance, cash and food stamps provided by the Federal
Office of Refugee Resettlement through Montgomery County Department of Family Services.
The resettlement process in Montgomery County is conducted by Catholic Social Services,
which is representing the national voluntary agency “United States Conference of Catholic
Bishops (USCCB).” The role of Catholic Social Services as a resettlement agency is to provide
initial assistance to refugees such as picking them up from the airport, housing arrangements,
food, clothing, domestic screening appointments and assisting them with applying for social
security and federal assistance. This is done during the first 30 to 90 days.
Catholic Social Services is working in partnership with Public Health - Dayton &
Montgomery County to provide domestic health screenings, and with St. Elizabeth and
Grandview Hospitals for mental health follow up. There are no programs to help asylum
seekers, but some local organizations, such as Reach Out clinic, House of People, Dayton
Compassion Church, St. John and St. Emmanuel Church, help refugees with their basic needs.
Medical interpretation in Montgomery County is done by multicultural trained interpreters from
the Vocalink Company.
VI. Refugee Health Intervention Programs
In the United States, refugee health interventions are overseen by the office of Refugee
Resettlement, which collaborates with other branches within the U.S. Department of Health and
Human Services (USDHHS). Different health interventions exist at the State level that promotes
the successful resettlement of refugees.
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The “Minnesota Immigrant Health Task Force”3 published what has become a national
model. This model recommends eight steps and practices to follow to integrate the immigrant in
the health care system: that is, to promote quality, comprehensive, and culturally competent
health care for all immigrant communities, by effecting change in statewide health care delivery
systems.
This Immigrant Health Task Force recommended eight principles on which the current
Minnesota refugee health model is founded:
1. Provide equal access to care for all, regardless of immigration or insurance status.
2. Collect information on race, ethnicity, and language preference of all patients and on
the health care organizations’ ability to meet the needs of immigrant patients.
3. Eliminate financial disincentives to health care for recent immigrants.
4. Diversify the health care workforce to include more immigrant and minority
providers.
5. Use trained interpreters.
6. Develop clinical guidelines and best, practice orders for immigrant health care.
7. Use community health workers.
8. Train health care providers on immigrant health issues and best practices and teach
immigrant patients how to navigate Minnesota’s health care system.
6.1 Current Refugee Health Intervention in Different States of the USA
Refugee health interventions in the U.S. can be classified into two periods. The first
period covers interventions related to the first initial eight months, and the second period covers
3

In 2002, the Minnesota Immigrant Health Task Force was composed by different members representative of
government and local health related organizations. This was a joint initiative of the commissioner of health and
commissioner of human services in Minnesota.
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interventions after the first eight months. The first period corresponds to interventions bound to
the federal law, which provides new refugees with medical assistance for eight months. Within
this period, there is also a mandatory health screening.
From state to state, refugee health interventions may be very different, depending on the
state’s organization. Health interventions from California, Florida, Texas and New York have
been selected for further discussion because these four states are ranked high in the numbers of
refugees resettled. Minnesota’s refugee health interventions will be discussed also because its
evidence-based interventions made it the model state to follow in terms of developing
sustainable refugee health interventions.
6.1.1 Initial 8 months
In all states of the U.S., the Federal Office of Refugee Resettlement requires the
mandatory screening of communicable disease related conditions including tuberculosis,
immunization status, intestinal parasites (including treatment), and hepatitis. During this initial
period all states of the U.S. offer a general physical assessment, in order to identify, educate, and
refer for other health problems that would impede the refugee resettlement process, or be of
significant personal consequence.

All these screenings are guided by the ORR Medical

Screening Protocol for Newly Arriving Refugees and by the Centers for Disease Control and
Prevention. During this period, it is a mandatory requirement for all local health departments in
the U.S. to perform tuberculosis skin testing, to evaluate new refugees, to update immunizations,
and to refer new arrivals into programs for which they are eligible to receive services. During
this initial period of eight months, all refugees are eligible for RMA.
Besides these health screenings, during this initial period of eight months, some states
collect demographic data of refugees to help to plan the future health interventions.
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In California, their sustainable refugee health program is founded on this data collection.
They have every single record of refugees who enter in their state. Every year, they record
refugees by eligibility status, by gender, and by age. With this kind of recording, refugee health
providers and policy makers were able to develop a very successful health program (California
Department of Social Services, 2010).
In Florida, they have data for every single refugee who enters their state and for those
who are born to refugees. The Health Information Specialist within the Refugee Health Program
in Florida is responsible for providing timely notifications of new refugee arrivals to county
health departments. The Health Information Specialist also ensures proper retention of records,
generates county health department activity summary/payment status reports, and maintains
contact listings for local, state, and national Refugee Health Coordinators (Florida Department of
Health, 2005).
In Texas, the Department of State health services hosts the Refugee Health Program.
Within this department, there is a data manager who is in charge to record every single refugee
who enters in the state of Texas. The data is organized in a way to show the number of refugees
by country of origin, by age, by sex and by host country.
In Minnesota, the successful health program is based on availability of data which gives
detailed information about the number of refugees entering the state every year, their age, sex,
and language. The Department of Health Services has two kinds of data for refugees, the
demographic data of refugees, and the health screening data (Minnesota Department of Health,
2009).
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6.1.2 After 8 months
Most refugee health interventions focus on health screenings and deliver health services
up to eight months since the refugee first entered the U.S. However, some states have strong
programs to support refugees after the period of 8 months has ended.
In New York State the Immigrant and Refugee Health Program is located within the
Office of Minority and Immigrant Health. This office is assigned to follow up all conditions
diagnosed during the overseas medical screenings, to refer refugees identified with health
problems for follow up, to educate the new refugees in a multicultural and a multilinguistic
environment about the availability of health services, to help refugees to undergo a mental health
screening and refer them to specialist for follow up.
Besides the typical health screenings and follow-up interventions, New York has
developed an “immigration hotline” which operates every weekday from 9 a.m. to 6 p.m. to
assist refugees and immigrants who speak 18 different languages (Albanian, Arabic, Bosnian,
French, Haitian/Creole, Hindi, Italian, Korean, Macedonian, Mandarin, Polish, Punjabi, Russian,
Serbo-Croatian, Spanish, Turkish, and Urdu).
In California, besides refugee health screenings, they have a refugee preventive health
program to improve follow-up and treatment of chronic health conditions (which are identified
during the initial refugee health assessment process). This program helps refugees to become
self-sufficient by assisting them in disease prevention, such as early detection, treatment, and
management of cardiovascular related chronic conditions.

This program focuses on a

multilinguistic health education on healthy living and chronic disease prevention, promotion of
physical activity and healthy eating, and patient self-management of chronic health conditions in
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collaboration with refugee medical clinic providers and staff. This program is funded primarily
by the California Department of Public Health, Refugee Health Program.
In Minnesota, since 1980, they established the Metro Refugee Health Task Force which
brings together health professionals, social service workers, students, community members and
others interested in refugee health issues.

At monthly meetings, presentations by various

individuals working in the field of refugee and immigrant health serve as a catalyst for group
dialogue and networking. These meetings are scheduled for the first Tuesday of the month, from
September through June.
This task force is coordinated by the MDH Refugee Health Program, and the Emergency
Community Health Outreach Program (ECHO).
In Minnesota, every refugee receives the Refugee Health Guide on arrival, which helps
refugees answer some key questions they may ask about the Minnesota health care. This guide
provided to refugees is in the different languages spoken by refugee population in Minnesota.
Through this guide, every single refugee in Minnesota receives in his/her own native language
some important health care information such as, how to pay for health care, different resources,
where to find health care providers, and how to make an appointment for health care visits. The
guide gives also some information on preventive health care, such as how to behave while
pregnant, having a baby, dental and eye care, mental health, health care interpreters and rights
and responsibilities of refugees (Minnesota Department of Health, 1991).
VII. Methods
7.1 Selection of Subjects
The participants for this study were recruited from the Rwandan and Burundian refugees’
community in Montgomery County through snowballing sampling. Snowball sampling is a
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sampling procedure where existing participants recruit future participants from among their
acquaintances. Consequently, the study sample appears to grow like a “rolling snowball”. The
initial participants were recruited with the help of leaders of the Rwandan Community of Dayton
(a refugee organization) and the Dayton Compassion Church (a Church for Central African
refugee in Huber Heights). In this study we interviewed 178 people who represent almost 30%
of the approximate 600 hundred refugees from Rwanda and Burundi residing in Montgomery
County.
7.2 Data Collection and Analysis
A survey was created by the principal investigator and by the community coordinator of
the Dayton Council on Health Equity (Public Health - Dayton & Montgomery County). The
principal investigator interviewed study participants in their homes through appointment, and
after consenting to be interviewed, the head or representative of the household provided
information about all family members of the household, including him or herself. This survey
was composed of 24 questions such as the participants’ country of origin, their current location,
their basic demographic information (e.g. age, sex, education level, employment status), their
health needs, health barriers, and their relationship with community organizations.
The representative of the household had to be over 18 years old. The questionnaire was
translated in Kirundi/ Kinyarwanda, which are similar languages at the level of American and
British English. The SPSS software has been used to analyze this data.
7.3 Informed Consent and Ethical Concerns
This study was conducted with a high ethical standard, where all participants were fully
informed about the study purpose and only those who chose to provide a written informed
consent were interviewed. Every effort was made to phrase questions in a non-judgmental form.
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Participants were informed that their participation was absolutely voluntary, and that they had
the opportunity to withdraw at any time of their convenience.
7.4 Confidentiality
The participants’ names were coded and the lists were kept in a locked file cabinet in an
office at Wright State University. The study was conducted in a very confidential way where the
questionnaire was designed in a discreet way to prevent any identification of the participant. The
data has been entered into a database and protected with a password.
7.5 Statement Regarding IRB Approval
Wright State University’s Institutional Review Board reviewed and approved this study
before data collection began. IRB approval was obtained to ensure that the survey tool and its
planned use did not violate the rights or welfare of the research subjects.
VIII. Results
8.1 Demographic Data
8.1.1 Sex
A snowball sampling of Burundian and Rwandese refugees was interviewed. Out of the
178 refugees interviewed, 92 participants in the study (51.7%) were males, and 86 participants
(48.3%) were females.

By country of origin, Burundian males represented 45.6% of the

interviewees while Burundian females represented (54.4%). For Rwandese, male interviewees
were 55.5% while female interviewees were 44.5%.
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Table 1
Refugee Gender Representation
Country

Frequencies
Male

%

Female

%

Total

%

Burundi

31

45.6

37

54.4

68

38.2

Rwanda

61

55.5

49

44.5

110

61.8

Total

92

51.7

86

48.3

178

100

8.1.2 Employment
The results presented in the table below show the proportion of refugees who responded
on the issue of employment. When asked if they are employed, 69 participants out of 116 or
50.9% responded that they were not employed. Only 57 participants or 49.1% responded that
they were employed. The data shows that more men were employed than women. The data also
shows a big disparity of employment rate between Burundian refugees (27.02%) and Rwandese
refugees (59.4%).
Table 2
Refugee Employment Rate
Country

Employed

Employment rate

Male

%

Female

%

Total

Burundi

9

29.0

1

5.8

10

10 out of 37 (27.02%)

Rwanda

28

63.6

19

54.2

47

47 out of 79 (59.4%)

Total

37

57.8

20

38.4

57

57 out of 116 (49.1%)
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8.1.3 Immigration status
The immigration status at entry indicate that asylum seekers represent 9% of the
population, asylees represent 5.6%, refugees 68% and persons with green card 7.5%. The
number of children born in the United States represents 9.6% of the refugee population. Current
immigration status shows that asylum seekers represent 2.2% of the population, asylees represent
2.2%, refugees 15.7%, green card 54.4%, and the number citizens represent 25.3% of the
population.
Table 3
Immigration Status
Status at entry
Immigration Status Frequency
Asylum Seeker
Asylee
Refugee
Green Card
US Born
Total

16
10
122
13
17
178

Current Status
%

Frequency

%

9.0
5.6
68.5
7.3
9.6
100.0

4
4
28
97
45
178

2.2
2.2
15.7
54.5
25.3
100.0

8.1.4 Education level
Results from the table below show that 24.7% had a high school level, 24.7% had a
college level, 3.9% had a master’s level and 0.6% had a PhD level. 10.2% of the sample was
uneducated.
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Table 4
Refugee Education Level
Education Level

Frequency

Percent

18
12
41
11
44
44
7
1
178

10.2
6.7
23.0
6.2
24.7
24.7
3.9
.6
100.0

None
Preschool
Elementary
Middle School
High School
College
Graduate Level Master
Graduate Level PhD
Total
8.1.5 Languages spoken

According to the results in the table below, 78.7% speak Kirundi, 80.9% speak
Kinyarwanda, 65.7% speak English, 21.3% speak French and 49.4% speak Swahili.
Table 5
Languages Spoken by Refugees
Frequencies

Kirundi
Swahili
Kinyarwanda
French
English

Percentages

Yes

No

Total

Yes (%)

No (%)

Total

140
88
144
38
117

38
90
34
140
61

178
178
178
178
178

78.7
49.4
80.9
21.3
65.7

21.3
50.6
19.1
78.7
34.3

100
100
100
100
100

8.1.6 Refugee concentration
According to the results from this study a large number of refugees are concentrated in
the following zip codes: 45404 (29.2%), 45405 (14%), and 45439 (10.1%). Other zip codes
represented less than 10%.
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Table 6
Residence of Rwandese and Burundian refugees by zip Code
Zip Code
Fairborn/Dayton
Dayton
Dayton/Riverside
Dayton
Dayton
Dayton
Dayton
Moraine
Kettering
Oakwood
Huber heights
Trotwood
Moraine
Centerville
Centerville

45324
45402
45404
45405
45406
45407
45410
45417
45419
45420
45424
45426
45439
45458
45459
Total

Frequency

Percent

2
14
52
26
11
1
3
11
11
6
6
4
18
10
3
178

1.1
7.9
29.2
14.6
6.2
.6
1.7
6.2
6.2
3.4
3.4
2.2
10.1
5.6
1.7
100.0

8.2 Health Care Access
8.2.1 Health insurance
Burundian and Rwandese refugees were interviewed. Out of the 178 Burundian and
Rwandese refugees interviewed, 36 participants (20.2%) were uninsured.

Ninety-eight

participants (55.1%) had Medicaid insurance, while 44 (24.7%) had a private insurance. Women
and children were more likely to have Medicaid insurance, while men had more private
insurance.
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Table 7a
Type of Health Insurance
Health Insurance

Frequency

Medicaid
Private
None
Total

Percent

98
44
36
178

55.1
24.7
20.2
100.0

Table 7b
Type of Health Insurance by Nationality
Health Insurance
None

Medicaid Private

Country Burundi
10
55
3
Rwanda
26
43
41
Total
36
98
44
Chi-Square P-Value: <0.0001

Total
68
110
178

8.2.2 Physical exam
Participants were asked if they did undergo an annual physical exam or not. According
to the results, 149 out of 178 participants (83.7%) responded that they did not undergo the
physical exam, while only 29 out 178 (16.3%) had undergone this exam every year.
Table 8
Physical Exam

No
Yes
Total

Frequency

Percent

149
29
178

83.7
16.3
100.0

8.2.3 Dental care
All participants were asked if they receive dental care every year. A total of 167
participants (93.8%) responded they did not receive any dental care. Only 11 participants (6.2%)
responded that they had received dental care.
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Table 9
Dental Care Use
Frequency
No
Yes
Total

167
11
178

Percent
93.8
6.2
100.0

8.2.4 Food storage
One hundred forty nine participants (83.7%) responded they do need to learn about
proper food storage, while 29 participants (16.3%) reported that they had already a good
knowledge on food storage.
Table 10
Food Storage
Frequency
No
Yes
Total

29
149
178

Percent
16.3
83.7
100.0

8.2.5 Medical interpretation
Medical interpretation allows all persons the opportunity to have equal access to health
care. For this reason we checked whether Rwandese and Burundians refugees received all health
educational materials, consent forms and explanations in languages they understood. In this
section we regrouped our results by medical oral interpretation, medical translation, oral booking
of appointment and patient-doctor communication.
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8.2.4.1 Medical interpreters
A total of 132 participants (74.2%) responded that they do need an interpreter
during the physician visits. Only forty-six participants out of 178 (25.8%) responded that
they were able to speak for themselves during the physician visit.
Table 11
Need for Medical Interpretation.
Frequency

Percent

No

46

25.8

Yes
Total

132
178

74.2
100.0

8.2.4.2 Information in native language
Of all 178 Burundian and Rwandese refugees interviewed in this study, no one
ever received any health information in his/her native language.
8.2.4.3 Doctor–patient miscommunication
All 178 Burundian and Rwandese refugees were asked if the doctor was able to
understand what they explained during the consultation. One hundred and thirty-nine
(78.1%) refugees said that the doctor did not understand. Only 39 participants (21%) said
that doctor was able to understand the health concerns they were addressing.
Table 12
Doctor-Patient Miscommunication

No
Yes
Total

Frequency

Percent

139
39
178

78.1
21.9
100.0
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8.2.4.4 Rescheduling a medical appointment
The table below shows how many refuges rescheduled their medical appointment
because of lack of interpreters. One hundred and forty participants (78.7%) said that they
rescheduled their medical appointment because of lack of interpreters.

Thirty-eight

participants (21.3%) said that they did not reschedule their appointment.
Table 13
Medical Rescheduling Related to Interpretation.

No
Yes
Total

Frequency

Percent

38
140
178

21.3
78.7
100

8.3. Top Self-reported Diseases
Refugees self-reported that stress is their number one health issue with 50.6% prevalence
and intestinal parasites is the second, with a prevalence of 28.7%. Hypertension has a prevalence
of 7.3%, diabetes 2.8%, hepatitis 2.2%, and stroke 0.6%. No cases of cancer, heart disease or
tuberculosis were reported.
Table 14
Diseases Self-reported by Refugees
Frequencies

Intestinal Parasites
Stress
Diabetes
Hypertension
Cancer
Heart Disease
Hepatitis
Tuberculosis
Stroke

Percentages

No

Yes

Total

No (%)

Yes (%)

Total

127
88
173
165
178
178
174
178
177

51
90
5
13
0
0
4
0
1

178
178
178
178
178
178
178
178
178

71.3
49.4
97.2
92.7
100
100
97.8
100
99.4

28.7
50.6
2.8
7.3
0
0
2.2
0
0.6

100
100
100
100
100
100
100
100
100
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8.4 Organizations that Support Refugees
Most study participants (63.5%) ranked Catholic Social Services as the number one
organization to support Rwandese and Burundian refugees. St. Vincent de Paul was ranked
second (62.9%), and Dayton Compassion Church was ranked third (60.7%). The remaining
organizations that were mentioned were St. John Church (39.9%), House of People (36%), and
St. Emmanuel Catholic Church (29.2%). The other organizations have fewer than 10% as
indicated in Table 15.
Table 15
Relationship of Community Organization with Refugees
Frequencies
No
Catholic Social Services
Dayton Compassion Church
House of People
St Vincent de Paul
St John
St Emmanuel Catholic Church
St Andrew Episc. Church
Christ the King Anglican Church
High Impact Projects

Yes

65
113
70
108
114
64
66
112
107
71
126
52
167
11
159
19
163
15
IX. Discussion

Percentages
Total

No (%)

Yes (%)

Total

178
178
178
178
178
178
178
178
178

36.5
39.3
64
37.1
60.1
70.6
93.8
89.3
91.6

63.5
60.7
36
62.9
39.9
29.2
6.2
10.7
8.4

100
100
100
100
100
100
100
100
100

Health insurance is the number one barrier to limit access to health care services among
the refugee population. Considering the national average, 13% of the population is uninsured
while in a refugee population the rate of uninsured increased to 20.2%. The Federal Act of 1980
provides refugees with eight months medical assistance, however, most of the refugees do not
have any medical assistance after the initial eight months period. In addition, refugees cannot
purchase the private health insurance because they are more likely to be employed in low-wage
jobs that do not offer health insurance benefits (Ku & Waidmann, 2003).
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Results from our study indicate a big disparity between Medicaid and private insurance
use. A large number of refugees (55.1%) are under Medicaid assistance, which is more than
double those who have private insurance (24.7%).

This high number of Medicaid health

insurance is probably related to the Refugee Medical Assistance (RMA) provided by the federal
office of refugee resettlement to every single person who enters the U.S. on refugee or asylee
status. It is also related to the fact that even after eight months some refugees are eligible for
Medicaid because they have a dependent biological child eligible for Medicaid (Ohio Refuge
Services Program [Handbook], 2009).
This study showed also that 44.9% of refugees do not have Medicaid insurance. Most
insured Burundian and Rwandese refugees said that either they were eliminated after the eight
months initial period of medical assistance or, were eliminated because they were dependent
child over 18 years old.
Private health insurance use between refugees from Burundi and refugees from Rwanda
is very different. Three out of 68 Burundians (4.4%) and 41 out of 110 Rwandese refugees
(37.2%) had private health insurance. This disparity may be explained by their education level
and residence history background. Refugees from Rwanda are more educated comparatively to
Burundians. Most of Rwandan refugees left their country 17 years ago with some education.
Burundians have stayed a long time in refugee camps more than 35 years (USCRI, 2007). This
long stay in refugee’s camps affected their education level. It is likely that most Burundians stay
under Medicaid assistance for a long time because they lack basic education to have jobs that
provide health insurance in the United States. The lack of private insurance among Burundian
refugees can also be explained by their low employment rate. Results of this study showed that
the employment rate among Burundians was 27.2%.
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The lack of private insurance is also an issue among Rwandese refugees. Even though
their employment rate is 59.4%, only 37.2% are able to afford private insurance. These results
are linked to the study of Ku and Waidmann (2003) where they stated that non-citizens are more
likely to be employed in low-wage jobs that do not offer health insurance benefits. This has a
negative impact on refugees’ health because without health insurance they have difficulty
establishing a linkage with the health care system that would facilitate the use of preventive and
primary care such as consulting an eye doctor, dentist or undergoing annual physical exams.
Results from this study revealed that lack of medical interpretation remains a barrier to
health care access for refugees. Refugees reported that no one has received health information in
their native languages. The majority (78.5%) reported that they have had to change their medical
appointment at least once because of the lack of interpreters. Two-thirds (74.2%) of the sample
responded that they need an interpreter during the physician visits, while 78.1% reported a
misunderstanding with the doctor during their medical visit. Medical interpretation is very
important and remains one of the major barriers to health care access. The study conducted in
San Diego County by Meghan et al. (2009) indicated that language and communication affect all
stages of health care access from making an appointment to filling out a prescription.
During our study, when one Burundian refugee was asked how often she goes to meet her
family doctor, she replied that she does not have any family doctor because of the language
barriers. She said that because of the language barriers, it would be very hard to communicate
and to schedule an appointment with the family doctor over the phone. She said that she would
wait until she became seriously sick to go to the emergency room, because they have interpreters
at the emergency room. Sana Loue in her book, Handbook of Immigrant (1998), has also
described medical interpretation as a barrier for a big number of refugees to have access to health
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care. According to Loue (1998), when the medical interpretation is unavailable or mismanaged,
the cost can be enormous. These costs include human costs such as unnecessary pain and
suffering and the substantial financial consequences of care of patients who present at late stages
of an illness or who are unable to give a clear and a meaningful history.
Medical interpretation is something that should be followed by law because in the Title
VI of the Civil Rights Act of 1964, the federal legislation requires any organization receiving
direct or indirect federal financial assistance to provide services to all beneficiaries, without
exclusion based on race, color, or national origin.
Some initiatives have been engaged in solving the medical interpretation issues. For
instance, in the state of New York, a hotline was established in different languages where
refugees may not only receive health information in their native language, but also receive help
in making medical appointments (Catholic Charties, 2011). In Minnesota, they have a health
care guide translated in many languages spoken by refugees, the guide which gives information
on why, when, how, where to find health care services (Minnesota Department of Health, 1991).
Results from this study revealed also that self-reported stress and mental health are big
issues among refugees. For example, refugees from Rwanda mentioned that they still have
wounds of many relatives they lost during 1994 genocide and Congolese refugees’ mass killings.
They are also stressed by different kind of losses such as loss of jobs and family unity.
Burundian refugees said that they feel stressed by losses of their relatives in 1972 genocide, 1993
mass killings and many losses during the 37 years of life in refugee’s camps. Besides premigration stressors, refugees reported many post migration stressors such as unemployment,
unpaid medical bills, and housing rent.
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This is the testimony for one refugee from Burundi “When we were back in Tanzanian
refugees camps, UNHCR staffs told us that our refugee’s problems are over, once we will reach
United States we will have everything. We will have houses, we will have hospitals and
medication, and we will have electricity …. When we came to the United States we saw hospitals,
we saw big pharmacies but they are inaccessible… That is the stress we have.”
Many refugees reported they were suffering from intestinal parasites. This might be
related to the health profile of their country of origin, where they still have many communicable
diseases such as malaria, cholera and diarrhea. These refugees were exposed to the lack of safe
drinking water when they were still in their country, or during their migration journey and their
stay in refugee’s camps. The high prevalence of self-reported intestinal parasites (28.7%) is
related also to the non-access of health care services or to the lack of follow up after the initial 90
days initial health screening in the United States.
Most refugees reported not suffering from diseases such as cancer, heart diseases and
tuberculosis. It is possible that some study participants are sick, but are not aware of the
diagnosis because most of them do not visit the doctor for their annual physical exam.
According the responses from the interviews, only 16.3% undergo this exam. Also only 6.2%
responded that they receive dental care.
During this study, the majority (83.7%) reported that they do need assistance in food
storage. Learning about food storage is important because in their country of origin many
refugees have not been exposed to electricity and refrigerators (USCRI, 2007), and upon their
arrival in the U.S., they have not receive enough information regarding food storage during their
first days of relocation in the United States.
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During the study survey, one Burundian complained that he is very confused by all health
information he receives through the mail and on TV: “my insurance company MOLINA is
sending to me all information in English. It may be very important information to me but I can’t
understand the meaning on these papers. When I watch TV also I see that they are giving some
health information but I can’t understand… what I may recognize are doctors in medical
uniform.”
9.1 Limitations
Study participants were selected by snowballing sampling; therefore the results are not
generalizable to the entire population of refugees from Rwanda and Burundi. The head of the
household provided the health information for each family member. It is possible that the head
of the household was not aware of some confidential medical issues. Furthermore, all diseases
were self-reported.
This study was conducted with Burundian and Rwandese refugees; however, in
Montgomery County there are a large number of refugees from different countries. Attributing
the results from this study to other refugees in Montgomery County is not appropriate. We
would like to recommend another study, which will cover refugees from different countries.
9.2. Conclusion and Recommendations
Montgomery County is a safe place for refugees, different nationalities are already in
place; however, there is no demographic data available about refugees. Successful refugee
health interventions that occur in the states of Minnesota, California, New York, Florida and
Texas have been based on data collected on the first day a refugee entered the state. No data, no
plan. We recommend that an entity in Montgomery County start recording demographic data of
every single refugee, asylee and asylum seeker who enters Montgomery County. The annex of
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refugee data collection in California may serve as an example.

With this data collection,

California records refugees by their immigration status, by gender, by age and by country of
origin. With this kind of recording, refugee health providers and policy makers were able to
develop a very successful health program.
Refugees have difficulties in making medical appointments and in receiving health
information because of language barriers and the lack of medical interpretation.

Lack or

inadequate medical interpretation may cause misunderstandings between refugees and health
care providers.

Following the example of Minnesota, we would like to recommend the

development and dissemination of a Montgomery County health care guide where refugees may
have information on why, how, when and where to find health care services in Montgomery
County.
We would also like to recommend that Wright State University and Public Health –
Dayton & Montgomery County (PHDMC) start using the existing resources (students from
different cultures, knowledge of healthcare system, the availability of grants) to establish a
hotline where refugees may receive health information or help in navigating the health care
system, such as making a medical appointment. Results from this pilot study suggest a high
prevalence of self-reported mental health problems. We recommend that a multicultural medical
approach be implemented to handle mental health problems.
There is no strong system of follow up after the 90 days required health screening. This
is supported by the fact that even after a period of two or three years in Montgomery County,
several refugees are still sick with intestinal parasites.

We would recommend that the

resettlement agency and PHDMC create strategies to assure that refugees receive follow up
treatment for medical issues that were reported or identified during the initial health screening.
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The refugee population needs health education and knowledge on how to navigate the health care
system. We would like to recommend mandatory participation in health education sessions as
there is a mandatory participation in English as second language (ESL) classes. This health
education would be planned by PHDMC.
This study indicated that there are many organizations helping refugees in Montgomery
County.

We would like to recommend the creation of a coordination entity for these

organizations in addition to a task force to share experiences and to develop best practices in
assisting refugees in Montgomery County.
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Appendix D
English version of the questionnaire.
IDENTIFICATION NUMBER

[…….…….]

Assessment of refugees’ health in Montgomery County.
Case study of refugees/asylees from Rwanda and Burundi

I. Family Composition

1. Family Identification Number
2. Country of Birth
3. Zip Code
I.1 Members of the household

IDENTIFICATION #

SEX

AGE

POSITION IN THE FAMILY

1. ……………………

…………

……………

……………………………………………

2. ……………………

…………

……………

……………………………………………

3. ……………………

…………

……………

……………………………………………

4. ……………………

…………

……………

……………………………………………

5. ……………………

…………

……………

……………………………………………

6. ……………………

…………

……………

……………………………………………

7. ……………………

…………

……………

……………………………………………

8. ……………………

…………

……………

……………………………………………

9. ……………………

………..

……………

……………..…………………………

10………………………

………...

…………….

……………………………………………

6165
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II. Increase awareness of refugee populations in Montgomery County
1. Which year did you first come to the US?____
2. Which status were you on when you entered the US?
a) asylum seeker
b) refugee
3. What is your current Status?
a. Asylum seeker
b. Asylee
c. Refugee
d. Green card
e. US Citizen
4. What is your education level?
Complete

Incomplete

a. None
b. Elementary
c. Middle School
d.High School
e. College
f. Graduate Master’s
g. Graduate PhD
5. Are you currently in school ___Yes ___No
6. Are you employed? ____Yes ____No

III. Identify language barriers
1. Which language(s) do you speak fluently?
a………………………b………………………c………………………….d…………………
2. Are you able to read/write English fluently?___Yes____-No
3. While in the US, have you ever received any health information written in your native
language?.......Yes………No
4. Does your health provider clearly understand you when you state your health needs (during health
visits)? …………..Yes………………No
5. Do you need assistance of a medical translator during medical visits? …..Yes…………No
6. Does your health provider make a medical translator available during medical visits?
…………..Yes……………..No
7. Have you ever had difficulties scheduling any health services because of a language barrier?
…Yes………….No

IV. Identify health needs and barriers to health care services and resources
1. Do you have any health insurance?
If Yes, what kind of insurance?

____Yes____No
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5.
6.

7.
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a. MEDICAID
b. Private
Do you have a primary doctor/health care provider?
___Yes___No
Do you receive dental care?
____ Yes ____ No
Have you ever been to an eye’s doctor for a vision exam?
_____Yes ____No
Do you undergo annual physical exam?
_____Yes ____ No
Have you been told you have any of the following medical conditions?
a. High blood pressure
____Yes ____No
b. Cancer
____Yes ____No
c. Pulmonary Disease
____Yes ____No
d. Heat Disease
____Yes ____No
e. Intestinal Parasite
____Yes ____No
f. Stroke
____Yes ____No
g. Hepatitis
____Yes _____No
h. Tuberculosis
____ Yes ____No
i. Diabetes
____ Yes_____No
j. Others………………………………………………………………………………………
………………………………………………………………………………………………
…………………………………………………………………………………………..
Do you need assistance with American food preparation and/or storage? ___Yes____No

8. Would you say that your health is generally:
a. Poor
b. Fair c. Good
d. Very Good

e. Excellent

V. Build trust relationship between refugee populations and health community
1. Are there any community organizations that have been most helpful to you or your
family?
___Yes ____No
If Yes, Please list:
a……………………………………………………………………………………
b……………………………………………………………………………………
c…………………………………………………………………………………….
d……………………………………………………………………………………
e……………………………………………………………………………………

2. Would you be willing to attend a community meeting to discuss refugee family needs?
_____ Yes _____ No
Other comments:
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Appendix E
Kinyarwanda/ Kirundi version of the questionnaire.
NIMERO RANGA UMUNTU///...
Isuzuma ku bibazo by’ubuzima mu miryango y’impunzi mu gace ka Montgomery
Ubushakashatsi ku mpunzi zikomoka mu Rwanda no mu Burundi

I. Imiterere y’umuryango
1.

Nimero Iranga umuryango

2. Igihugu cy’inkomoko
3. Nimero ya posita
I.1. Abagize umuryango

NUMERO IBARANGA #

IGITSINA

IMYAKA

ISANO MU MURYANGO

1. …………………………

…………

…………

………………………………………………

2. …………………………

…………

…………

………………………………………………

3. …………………………

…………

…………

………………………………………………

4. …………………………

…………

…………

………………………………………………

5. …………………………

…………

…………

………………………………………………

6. …………………………

…………

…………

………………………………………………

7. …………………………

…………

…………

………………………………………………

8. …………………………

…………

…………

………………………………………………

9. …………………………

…………

…………

………………………………………………

10. ………………………....

…………

………….

………………………………………………
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I. Kongera ubumenyi bw’imiryango y’impunzi iri mu gace ka Montgomery
1. Waje/Mwaje muri Amerika mu wuhe mwaka?
2. Mwi/Winjiriye ku bihe byangombwa?
a) Ushaka ubuhungiro
b) Impunzi yimuwe
3. Ubu mufite iyihe statu muri Amerika
a. Muracyashaka ubuhungiro
b. Mufite ubuhungiro
c. Mufite Green Card
d. Mufite ubwenegihugu
3. Ni uruhe rugero rw’amashuri ufite?

Urugero
a. Nta mashuri
b. Amashuri abanza
c.Tronc commun
d.Amashuri yisumbuye
e. Kaminuza
f. Urwego rwisumbuye rwa
Kaminuza ruhanitse
g. Urwego rwisumbuye rwa
Kaminuza rw’ikirenga

Wararurangije

Wari utararurangiza

4. Muri Kino gihe waba uri mu ishuri?
5. Ufite umurimo? ____Yego ____Oya
II. Kugaragaza Inzitizi z’Ururimi
1. Ni uruhe/izihe ndimi/rurimi uvuga neza?
a……………………b…………………c………………….d…………………
2. Uzi gusoma no kwandika Icyongereza neza? ------Yego-------Oya
3. Aha muri Amerika waba warigeze uhabwa amakuru y’ibyubuzima yanditse mu rurimi
kavukire?.......Yego………Oya
4. Wumva Umuganga wawe/wanyu yumva neza ibyo m/ukeneye mu buzima iyo m/ubimubwiye?
…………..Yego………………Oya
5. Mwumva mukeneye umusemuzi mu gihe cyo kubonana na muganga? ……….Yego…………Oya
6. Muganga wawe/wanyu aba afite umusemuzi igihe mubonana? …………..Yego……………..Oya
7. M/Waba m/warigeze guhindurirwa gahunda yiby’ubuzima kubera inzitizi z’ururimi?
8. ……………Yego………….Oya
III. Kugaragaza ibikenewe mu buzima hamwe n’inzitizi zituma servisi z’ubuzima
zitagera ku miryango
1. Hari ubwishingizi bw’ubuzima ugira?
Niba ari yego ni ubuhe bwoko?

____Yego____Oya
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a. MEDICAID
b. Ikigo kindi cyigenga
Hari umuganga w’ibanze m/ugira?
M/Ujya wivuza amenyo?
____ Yego ____ Oya
M/Waba warigeze wivuza ku muganga w’amaso?
_____Yego ____Oya
Waba ujya wisuzumisha umubiri buri mwaka?
_____Yego ____ Oya
Waba warigeze ubwirwa niba hari bumwe muri ubu burwayi ufite?
a. Umuvuduko ukabije w’amaraso mu mubiri
____Yego _ ___Oya
b. Kanseri
____Yego ___ Oya
c. Uburwayi bw’imihumekere
____Yego ___ Oya
d. Uburwayi bw’umutima
____Yego ___Oya
e. Uburwayi bwo munda
____Yego ___ Oya
f. Kwitura hasi
____Yego ____Oya
g. Umwijima
____Yego ___ Oya
h. Igituntu
____ Yego ____Oya
i. Diyabete
____ Yego_____Oya
j. Ibindi………………………………………………………………………………………
M/waba wumva m/ukeneye gufashwa mu bijyanye n’imitegurire cyangwa kubika ibyo kurya
kinyamerika?
_____Yego _____Oya

8. M/Wumva ubuzima bwawe bwifashe bute muri rusange?
a. Butameze b. Bumeze neza biciriritse c. Bumeze neza d. Bumeze neza cyane
e. Bumeze neza bihebuje.
IV. Kubaka icyizere hagati y’imiryango y’impunzi n’inzego z’ubuzima
1. Haba hari imiryango yagiriye akamaro umuryango wawe/wanyu aho mutuye?
____Yego___Oya
Niba ari yego yaba ari iyihe?
a……………………………………………………………………………………
b……………………………………………………………………………………
c…………………………………………………………………………………….
d……………………………………………………………………………………
e……………………………………………………………………………………
2. Waba wagira ubushake bwo kwitabira inama z’aho utuye igamije kuganira ku bikenerwa
n’imiryango y’impunzi?
_____ Yego _____ Oya
Ibindi bitekerezo:
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Appendix F
List of Public Health Competencies Met
Specific Competencies
Domain #1: Analytic Assessment Skill
Defines a problems
Determines appropriate uses and limitations of both quantitative and qualitative data
Selects and defines variables relevant to defined public health problems
Identifies relevant and appropriate data and information sources
Evaluates the integrity and comparability of data and identifies gaps in data sources
Applies ethical principles to the collection, maintenance, use, and dissemination of data and
information
Makes relevant inferences from quantitative and qualitative data
Obtains and interprets information regarding risks and benefits to the community
Applies data collection processes, information technology applications, and computer systems
storage/retrieval strategies
Recognizes how the data illuminates ethical, political, scientific, economic, and overall public health
issues
Domain #2: Policy Development/Program Planning Skills
Collects, summarizes, and interprets information relevant to an issue
Identifies, interprets, and implements public health laws, regulations, and policies related to specific
programs
Domain #3: Communication Skills
Communicates effectively both in writing and orally, or in other ways
Solicits input from individuals and organizations
Advocates for public health programs and resources
Uses the media, advanced technologies, and community networks to communicate information
Effectively presents accurate demographic, statistical, programmatic, and scientific information for
professional and lay audiences
Attitudes
Listens to others in an unbiased manner, respects points of view of others, and promotes the
expression of diverse opinions and perspectives
Domain #4: Cultural Competency Skills
Utilizes appropriate methods for interacting sensitively, effectively, and professionally with persons
from diverse cultural, socioeconomic, educational, racial, ethnic and professional backgrounds, and
persons of all ages and lifestyle preferences
Identifies the role of cultural, social, and behavioral factors in determining the delivery of public
health services
Develops and adapts approaches to problems that take into account cultural differences
Attitudes
Understands the dynamic forces contributing to cultural diversity
Understands the importance of a diverse public health workforce
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Domain #5: Community Dimensions of Practice Skills
Collaborates with community partners to promote the health of the population
Identifies how public and private organizations operate within a community
Identifies community assets and available resources
Develops, implements, and evaluates a community public health assessment
Describes the role of government in the delivery of community health services
Domain #6: Basic Public Health Sciences Skills
Defines, assesses, and understands the health status of populations, determinants of health and
illness, factors contributing to health promotion and disease prevention, and factors influencing the
use of health services
Understands the historical development, structure, and interaction of public health and health care
systems
Identifies and applies basic research methods used in public health
Applies the basic public health sciences including behavioral and social sciences, biostatistics,
epidemiology, environmental public health, and prevention of chronic and infectious diseases and
injuries
Identifies and retrieves current relevant scientific evidence
Identifies the limitations of research and the importance of observations and interrelationships
Attitudes
Develops a lifelong commitment to rigorous critical thinking
Domain #8: Leadership and Systems Thinking Skills
Facilitates collaboration with internal and external groups to ensure participation of key stakeholders

